The articles in this special issue apply anthropological theory and methods to the analysis of contemporary biomedical training, engaging with a number of recent changes in the field of biomedicine and employing recent insights from the field of anthropology. Medical education today must be examined within the context of new emphases on multiculturalism, global health, and health disparities; an increasing concern with standardization and evidence-based medicine; the development of forprofit and managed health care; demographic shifts among health practitioners, most notably the increasing percentage of female medical students; increased recognition within academic medicine of the so-called ''hidden curriculum'' (Hafferty 1998; DelVecchio Good 1995) ; and the introduction of various forms of the culture concept itself into medical education.
Given the emerging and novel nature of many of these developments in biomedicine and biomedical training, the articles in this volume draw upon recent study in philosophy, science studies, and anthropology that addresses the role of experts and expert knowledge in contemporary society. While most previous studies on clinical training have focused on socialization, this volume instead shifts the focus onto the production of clinical subjectivities. What kinds of people are formed through contemporary processes of clinical training, and how do these evolving subjects transform health, power, and other aspects of social life?
In this introduction, we present a brief history of theoretical and ethnographic approaches to clinical training, from professional socialization to the medical gaze. We then introduce the papers in this volume, which highlight the contemporary moment in the anthropology of clinical training and the insights into biomedicine that can be gleaned from a renewed approach to expert subjectivities.
Background: Clinical Training as Professional Socialization
Many of the first social studies of clinical training emphasized that becoming a physician involves more than the acquisition of technical skill and biological knowledge. Medical education also serves as a process of socialization, instilling the norms, values, and behaviors that are accepted by the profession. At a basic level, the socialization process is intimately related to the determination of which individuals belong in the profession and which do not, who should be promoted to the next level, and who should be excluded altogether. The study of socialization, then, is the study of the reproduction of biomedical society (Hahn and Kleinman 1983) .
Early examinations of medical education drew on this theoretical orientation closely. While Merton et al. (1957) used a functionalist paradigm to demonstrate the ways in which ''the student physician'' progressively adopts the professional norms of their professors, Becker et al. (1961) drew on an interactionist model to describe the ''boys in white'' as active participants in a student culture who, while learning to manage an overwhelming workload, sometimes accept and sometimes resist their own socialization.
Studies of socialization highlighted the ways in which medical students learn to make a good impression and save face on patient rounds (Klass 1987; Conrad 1988) , or how interns and residents learn the behaviors-including the types of errorsthat will allow them to be promoted as surgeons instead of discrediting them and leading to their exclusion from the profession (Bosk 1979) . Ultimately, Conrad (1988) argued, the process of medical socialization leads to a shift in identification; while new medical students may identify most strongly with patients, by the end of their training they identify with the ''team'' of health providers (see Konner 1987) and may even come to see patients as the enemy (see Reilly 1987) .
Learning Detachment and the Medical Gaze
Reflecting on his experiences in medical school, Robert Marion (1991, 262) argued that ''medical education in the United States today takes people who enter the system filled with humanism and idealism and ultimately forces them to surrender these ideals by the very process that turns them into technically competent and intellectually capable physicians.'' As they learn professional norms, physicians-intraining also learn to adopt dominant clinical, rather than social, perspectives on disease and illness (Conrad 1988) . In the process, they both learn new ways of seeing patients and are simultaneously remade into new types of people.
Many studies of medical education have examined this process through a focus on the psychological and phenomenological aspects of training. Renée Fox and others (1957 Lief and Fox 1963) , for example, drew attention to the learned demeanors and psychological attitudes of medical students, including the need to develop the dynamic equilibrium of ''detached concern'' and the ability to act in the midst of uncertainty. Rhodes (1991) takes a related theoretical orientation to describe the ways in which medical students and residents come to inhabit the behaviors and attitudes necessary for ''emptying beds'' in a psychiatric unit. Other scholars (Hafferty 1988 (Hafferty , 1991 have focused on the role of particular educational experiences, such as the anatomy lab, in the development of emotional detachment among medical students. Hafferty (1991) emphasizes that, through the experience of cadaver dissection, students not only learn to see bodies (and by extension patients) as technical objects, but also begin to reimagine themselves and their own futures.
Many of these studies were critical of the process of medical education, emphasizing the way the training process can diminish students' sense of compassion, empathy, and ''care'' for patients (Conrad 1988) . Increasingly, scholars and professionals called for reforms in medical education that would produce more humanistic physicians (AAMC 1984; Bok 1984; Eisenberg 1984; see DelVecchio Good and Good 1989) . At the same time, this study opened the door to a theoretical interest in the subjectivity of clinical students.
Ethnographic studies by Good and DelVecchio Good (e.g., DelVecchio Good 1995; Good 1989, 1993) and Davenport (2000) explicitly considered two aspects of trainee subjectivity: the internal phenomenological experience of the student and the development of an external medical gaze (Foucault 1994) . DelVecchio Good and Good analyze the introduction of the ''New Cult Med Psychiatry (2011) 35:105-112 107 Pathway'' at Harvard, one of the early case-based curricular reforms in biomedicine. They describe ways in which medical students are socialized into proper professional behaviors and techniques while learning to prioritize ''competence'' over ''caring.'' In addition, they analyze the means by which biomedical reductionism refashions the patient as a body, an object to be diagnosed, and refashions the boundaries of the trainee in relation to that object through the crossing of intimacy taboos in the sexual history and the physical exam. Davenport presents the struggle between two kinds of clinical gaze at work in a homeless clinic, the reductionist biomedical gaze and the gaze of ''witnessing'' the suffering of the human patient. She considers both the experiences of the students and the complex and uneven development of their clinical gaze(s). While much of the anthropology of clinical training to date considers the outward clinical gaze inherent to Foucault's conception of subjectivity, it leaves out a serious consideration of the inward gaze, the processes of self-formation. The more recent emphasis on phenomenology has contributed an understanding of the experience of training, of the responses and emotions produced by an external socialization process and opens the door for a more serious analysis of the ways that clinicians internally craft themselves.
Conclusion: The Production of Subjectivity in Biomedical Education
Foucault considers the production of the human subject in two primary ways that are especially helpful to the analysis of clinical training (1984) . The first was usefully employed by studies such as those by DelVecchio Good, Good, and Davenport. In The Birth of the Clinic, Foucault analyzes the ways in which the clinician comes to be able to see with a particular outward gaze, to see a person as a patient-less as a social, human being with a social voice and more as a body to be analyzed, probed and investigated to discover hidden physical truths (1994) . The question, ''what is the matter with you?'' is replaced by ''where does it hurt?'' (Foucault 1994) . This clinical subjectivity inheres the ''objectivation' ' (1984) of the patient body and, therein, the possibility of positivist science (1994) .
But another primary focus for Foucault, equally helpful though less extensively employed thus far in the analysis of clinical training, appears in The Care of the Self (1986) . In this book, he describes the ways in which-through the fields of sexuality and ethics-human subjects turn their gazes inward, becoming objects to themselves, objects that can be crafted through practices of self-transformation. He calls this the '''cultivation of the self,' wherein the relations of oneself to oneself [are] intensified and valorized'' (1986, 43) . Combining the two foci, Foucault uses the term ''subjectivation'' to denote the production of human subjects with dual outward and inward gazes (1984) .
The articles in this volume build on earlier examinations of medical education to offer ethnographic and theoretical considerations of the production of the professional clinical subject in diverse training settings, including medical school (Holmes and Ponte, Taylor), dental school (Rivkin-Fish), nursing practice (Pine), cultural competency training (Jenks, Shaw and Armin), global health rotations (Brada), and health development programs (Stonington) . Many of them analyze clinical sites outside of the elite medical schools historically emphasized in anthropologies of clinical training. Each article focuses on the kinds of health professionals who emerge or are expected to emerge from recent changes in medical training, such as increasing recognition of cultural diversity, global health, and health disparities (Jenks, Shaw and Armin, Rivkin-Fish, Brada); efforts to manage emotion rather than become detached from it (Stonington, Taylor); and a focus on the standardization of training and its power dynamics (Holmes and Ponte, Pine). Through these diverse sites, each article demonstrates how the outward objectivation of the patient and the internal objectivation of the self are inherently linked.
This collection of articles indicates that clinical trainees are not simply socialized and malleable, but are also active subjects who make choices, resist subjugation, accommodate power differentials, and use techniques to actively craft themselves internally throughout the process of becoming a new kind of professional. Some of the articles (Pine, Holmes and Ponte) bring to the fore the fact that, as Das notes, ''the experience of becoming a subject is linked to the experience of subjugation in important ways '' (2007, 59) . Power and its production of resistance (Foucault 1980) are inherent to the process of subjectivation. As a whole, the papers ask: how are trainees pushing back or dialectically crafting the field that is simultaneously crafting them?
Stonington describes the emergence of new spiritual movements in the Thai public health system. These movements propose a new concept of ''end of life,'' an interval of time that provides the opportunity for clinicians and patients to craft inner wisdom by facing suffering. As opposed to most clinical training that builds inner states to hone the outward clinical gaze, these movements invert this relationship, teaching trainees to gaze outward to craft a particular kind of inner self.
Taylor examines the increasing use of simulated patients in medical education. The simulations she describes are a specific technology of subjectivation, in which a ''real'' but ''not too real'' simulation of suffering allows students to imagine themselves into realistic internal states (shock, fear, nausea, etc.) that they use to craft appropriate responses as healers.
Holmes and Ponte analyze the medical student patient presentation as a narrative technology that disciplines uncertainty in three primary sites. Through this technology, the chaos of patient experience is transformed into a recognizable clinical case, the indeterminate identity of the trainee is reshaped into that of a future physician, and the uncertainty of science is refashioned into a universal metanarrative.
Rivkin-Fish examines how dental education programs that provide health care services to the poor may unwittingly position students to reproduce the misrecognition of power inherent in America's market-based health care system. Dental students are trained in such a way that they can no longer see the macro political and economic structures producing the suffering of their dental patients, but rather end up inadvertently blaming their patients for their suffering.
Pine examines the recent increase in health information technology, such as the electronic medical record, as a form of simultaneous standardization of health care and control of the nurse as feminized worker. She demonstrates the double-bind in which contemporary nurses find themselves as well as the ways in which they enthusiastically adopt and simultaneously resist this technology.
Jenks examines efforts to produce ''culturally competent'' health providers, arguing that, as training efforts move beyond essentialized approaches to culture, they shift attention from a social to an individual understanding of difference. As trainees work to become more ''openminded,'' they may lose the perspective needed to critique the social production of health inequality.
Shaw and Armin also examine the development of cultural competency training methods, exploring the ways in which health professionals are encouraged and expected to engage in ''ethical self-fashioning.'' As the study of cultural competence is shifted to individual providers, it can become a new form of governance.
Brada examines the emerging concept of ''global health'' in medical training, practice, and policy. Brada uses a linguistic lens to show that this new concept is less an orientation to geography than a technology of subjectivation that structures expertise and morality.
The study of the production of clinical subjectivity through the process of biomedical training is especially important today, given the self-consciously multicultural and global nature of contemporary clinical training. These new goals and contexts of training necessitate different forms of subjectivation and involve new forms of resistance and accommodation. Through this collection, we hope to shed light on what it means to be a biomedical professional, a body, and a human subject in the contemporary world.
